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We wrote this booklet with you in mind, because it's 
designed to help you make the most of your Blue 
Cross and Blue Shield Standard Option coverage. 
Technical language can be hard to understand, so 
Plain Talk uses clear, everyday English to describe 
your benefits. We've also organized it for maximum 
convenience and ease of reference. 
Any technical words that we did have to use are in 
italics. These words are fully explained in the 
"Definitions" section at the back of the booklet, so 
you can look up any words you might not understand 
quickly and easily. 
As you read Plain Talk, keep in mind that you and 
your mean the subscriber or each person that Stan-
dard Option covers. We, us and our always refer to 
Blue Cross and Blue Shield Service Benefit Plan, 
which is the name of the contract administered by 
the Blue Cross and Blue Shield Association for 
federal employees and annuitants. 
Your local plan means the Blue Cross and/or Blue 
Shield Plan office nearest you. If you have any ques-
tions that are not fully answered here, your local Plan 
will be glad to help you. Addresses and telephone 
numbers for all Blue Cross and Blue Shield Plan 
offices in the United States are listed in the back of 
this booklet. 
We hope that you will find Plain Talk easy and con-
venient to use. However, Plain Talk only summarizes 
many of your benefits. If you want a contractual 
description of your coverage, you should consult your 
1985 Service Benefit Plan brochure (BRI 41-25). 
You can get a copy from your federal agency 




There are many reasons we call your Blue Cross and 
Blue Shield Service Benefit Plan identification (ID) 
card the "caring card." Your ID card symbolizes a 
network of Plans all across the country that are 
working hard to provide you with the best possible 
service at the most reasonable cost. 
We pride ourselves in finding ways of saving you 
money and keeping your premium cost down. Blue 
Cross and Blue Shield Plans are acknowledged leaders 
in cost-containment efforts. Many Plans have also 
taken the lead in promoting your good health through 
health education, prevention and hypertension (high 
blood pressure) screening programs. We want you to 
stay well, because, above all, we care about you. 
Always put your Service Benefit Plan ID 
card into your wallet along with your 
driver's license, credit cards and other 
essential items. With your ID card, you're 
welcomed at most hospitals and by many 
physicians nationwide and both will 
usually submit their claims to us later. 
Your card has the following information 
on it: your name, identification number, 
enrollment code (self-only, 104; or self-
and-family, 105), and the effective date of 
your coverage. Your identification number 
is an eight-digit number preceded by an "R!' Remem-
ber, only you and your eligible family members can 
use your ID card. 
If your card was issued after November 1975, your 
card is embossed plastic. If it was issued before that 
date, it's paper. 
We send one ID card to a subscriber with a self-only 
enrollment, and two to a subscriber with a self-and-
family enrollment. However, if you want duplicate 
cards for covered family members, or need to replace 
a lost card, contact your local Blue Cross and Blue 
Shield Plan. Tell them you're enrolled in the Federal 
Employee Program, and ask for a Request for Dupli-
cate ID Card form. If you have a paper ID card that 
is torn or frayed, you may request a new plastic card 
in the same way. 
If you're living overseas or outside the U.S., you can 
also request a duplicate ID card by writing directly to: 
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Blue Cross and Blue Shield 
Federal Employee Program 
550 12th Street, SW. 
Washington, D.C. 20024 







When you write, be sure to give us your: 
► Full name, address and date of birth; 
► Agency and enrollment type (self-only (104] or self-
and-family (105]); 
► ID number and option (Standard Option); 
► Active or retired status. 
There are two kinds of enrollment for active and 
retired federal employees under your Blue Cross and 
Blue Shield Service Benefit Plan. 
SELF-ONLY ENROLLMENT With a self-only 
enrollment (104), only you (the federal employee or 
annuitant) are covered. 
SELF-AND-FAMILY ENROLLMENT A self-and-
family enrollment (105) covers: 
► you; 
► yourspouse;and 
► your unmarried dependent children under age 22. 
Dependent children covered by your enrollment also 
include your legally adopted children, children born 
out of wedlock and, under certain circumstances, step-
children or foster children. Children whose marriages 
end in divorce or annulment before they reach age 22 
are covered from the date of the divorce or annul-
ment until they become 22. 
If any of your children has a last name different from 
yours, be sure to advise your local Plan. Otherwise, 
the Plan might not be able to pay a claim for the child, 
because it's unaware of the child's relationship to you. 
In some cases, a disabled child who is 22 years old or 
older may be eligible for continued coverage. For ex-
ample, a child who is incapable of self-support because 
of a mental or physical handicap that existed before 
his or her 22nd birthday and whose handicap is ex-
pected to last at least one year might meet this cri-
teria. Based on the evidence in a particular case, only 
your federal agency personnel office can make a deci-
sion about continuing coverage for such a child. 
Certain changes in your marriage, family or employ-
ment status are regulated by the U.S. Office of 
Personnel Management (OPM) and can affect your 
Standard Option coverage. 
WHEN DEPENDENT CHILDREN REACH AGE 22 
Your child's coverage will end 31 days after the date 
the child reaches age 22 or marries. If your child's 
coverage ends, he or she is eligible for a conversion 
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contract from the local Plan serving the area in which 
the child lives. See page 44 for more information. 
DIVORCE Under present law, the divorced spouses 
of enrolled federal employees or retirees are not 
covered under the Federal Employees Health Bene-
fits Program (FEHBP)-unless they are enrolled 
federal employees. There are three important points 
to remember in connection with divorce: 
► the children of a divorced family are still eligible 
for coverage under the self-and-family enrollment 
of the federal employee or retiree; 
► divorced spouses are eligible for conversion con-
tracts; and 
► once a divorce is final, you should notify your local 
Plan. This is important, because it is illegal to sub-
mit claims for services rendered to a divorced 
spouse. 
However, starting in May 1985, divorced spouses of 
enrolled federal employees or retirees will be eligible 
for FEHBP coverage. The divorced spouse must apply 
for coverage and will be responsible for paying the 
premium to the employing office of the enrolled 
employee or retiree. 
MARRIAGE If you get married or remarried, your 
spouse is eligible to become a covered family member 
on the legal date of the marriage. If you have a self-
only enrollment, you have 91 days (31 days before the 
marriage and 60 days after) to change to family cover-
age through your federal personnel office. Coverage 
will begin on the first day of the pay period after 
your employing office receives a new Health 
Benefits Registration Form (SF 2809) from you. 
Also, be sure to let your local Plan know the date of 
marriage, your new spouse's name, and the names of 
any stepchildren who live with you. 
TRANSFER If you transfer to another federal 
agency, your coverage will move with you. Your former 
agency should inform us that you no longer work 
there. Also, you should ask your new personnel office 
to notify us within 31 days that you have transferred 
to the new agency. Otherwise, we won't know that 
you're still employed, and, as a result, we can't pay 
your claims. As soon as your new agency confirms 
your employment at that agency, we'll make the cor-
rection and process your claims, if any. So, you can 
see why it's important for your new agency to notify 










LEAVING FEDERAL EMPLOYMENT If you leave 
federal employment, you and your covered family 
members are eligible for a conversion contract. See 
page 44 for information about this. 
RETIREMENT After retirement, coverage may 
continue for you and other eligible family members-
but only if you meet certain requirements established 
by the U.S. Office of Personnel Management. That 
office (or your federal personnel office) can tell you 
what these requirements are. 
DEATH If you have a self-and-family enrollment, 
covered family members may be eligible for continued 
health care benefits after your death. (This applies 
only if they are entitled to an annuity under the Fed-
eral Employees Retirement Program.) The U.S. Office 
of Personnel Management can provide you with more 
information on survivors' health care benefits. 
ENROLLMENT INFORMATION You should have 
a copy of the pamphlet, The Federal Enrollment In-
formation and Plan Comparison Chart (BRI 41-331). 
If you don't, ask your federal agency personnel office 
for one. It gives you general information about the 
Federal Employees Health Benefit Program and 
Open Season enrollment information. On the back of 
Copy 5 of the Health Benefits Registration Form 
(SF 2809) are official instructions for employees about 
enrollment procedures. These forms are available from 
your employing office. 
If you need help with an enrollment problem or ques-
tion, contact your federal agency personnel office. 
Retirees and survivor annuitants (spouses of retirees 
who have died) should contact the U.S. Office of Per-
sonnel Management, Insurance Services Branch, P.O. 
Box 14172, Washington, D.C. 20044. 
Your Standard Option coverage consists of three major 
categories of benefits: Hospital Inpatient benefits, 
Dental benefits, and Major Medical benefits. These 
benefits work together to provide you with a complete 
health care program. 
Hospital Inpatient Benefits-Your Hospital Inpatient 
benefits cover a wide range of services related to hos-
pital inpatient care such as semi-private room and 
board, operating rooms, anesthesia, etc. 
Dental Benefits-Your Dental benefits pay for routine 
or preventive dental services according to a fee sched-
ule. This means Standard Option pays specific amounts 
for these dental services. 
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Major Medical Benefits-In general, Major Medical 
benefits cover services or supplies that aren't paid for 
by your Hospital Inpatient or Dental benefits. There 
is a lifetime maximum of $1 million per person includ-
ing $50,000 per person for the treatment of mental ill-
ness. All services covered under Major Medical bene-
fits are subject to the annual deductihle (see page 7). 
Some examples of what's covered under Major Medical 
benefits are (services followed by an asterisk can be 
performed in or out of the hospital): 
Hospital Outpatient Services 
► Emergency room treatment 
► Accidental injury care* 
► X-ray, laboratory, pathological services and 
machine diagnostic tests* 
► Visits for surgery or renal dialysis (also in a 
freestanding ambulatory facility) 
Physician's Services 
► Surgery and oral surgery* 
► Removal of casts or sutures* 
► Inhospital physician care and consultations 
► Diagnostic procedures* 
► Second surgical opinions 
► Treatment of burns* 
► Physician home and office visits 
► Anesthesia service* 
► Maternity and newborn care* 
► Allergy tests and injections 
► Dental care required as a result of accidental 
injury* 
► Physical therapy* 
► Mental illness therapy 
► Radiation therapy* 
► Renal dialysis* 
► Chemotherapy for cancer* 
Other Health Care Services 
► Prescription drugs and insulin 
► Orthopedic braces and prostheses 
► Durable medical equipment and supplies 
► Medical foods to cover inborn errors of amino acid 
metabolism 
► Ambulance transportation 
► Home nursing care 
► Other covered medical supplies and services 
OUR PAYMENTS The way we pay for your covered 
expenses depends on whether the service or treat-
ment you receive is a Hospital Inpatient, Dental or 
Major Medical benefit. As you read your booklet, 
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we'll tell you how a particular service is classified, 
and the percentage we'll pay for it. For example, 
check the Accident! section on page 10 and you'll see 
what we pay for outpatient accidental injury care. 
IMPORTANT TERMS There are a number of terms 
that we'll use quite often. Knowing what they mean 
will help you to understand your benefits. 
Deductible-At various points in the text, we talk 
about the deductihle. The deductible is the amount 
you pay before certain Standard Option benefits can 
begin. There are two kinds of deductibles: 
► A hospital deductible: The $100 you need to pay 
for each hospital admission; and 
► An annual deductihle: The $250 per covered person 
you need to pay in a calendar year for services 
covered under Major Medical benefits before Major 
Medical begin. 
When we mention the annual deductible, keep in 
mind that it's applied only once in any calendar year-
even though a person may have several different ill-
nesses or injuries during that year. There's also a 
family limit on deductible expenses: Once two covered 
persons have met their annual deductihles in a calen-
dar year, all covered family members will be eligible 
for Major Medical benefits. 
Coinsurance-This is the percentage you have to 
pay for particular health care expenses. In other 
words, you'll be sharing the cost with us. For exam-
ple, we'll pay 75% of the usual, customary and rea-
sonable (UCR) charges (see below) for visits to a 
physician's office. You'd be responsible for the remain-
ing 25%. This is your coinsurance percentage. 
Your Standard Option gives you important protection 
against large medical bills. There is a limit on the 
amount you'll have to pay in case of serious illness 
(see page 8). 
Member Hospital-Member hospitals are hospitals 
which have an agreement with a Blue Cross and Blue 
Shield Plan to provide hospital services to its sub-
scriher when they're admitted. The majority (95%) of 
hospitals in the United States are member hospitals. 
Non-member hospitals do not have such an agree-
ment, however, we will pay for treatment in one 
(although we pay for it differently than in a member 
hospital). 
Participating Physicians-are those who have a 





Shield Plan. This means that most physicians accept 
the Plan's usual, customary and reasonable (UCR) 
allowance as payment in full. See pages 37 to 38 for a 
list of those Plan areas in which physicians have such 
agreements. Non-participating physicians do not 
have such agreements with the local Plan. 
Usual, Customary and Reasonable (UCR) Charges-
You'll see frequent references to UCR charges, because 
we base many of our payments on them. In general, 
UCR charges are the fees most commonly charged for 
a particular health care service in a given location. 
This means your charges are based on local costs, not 
on national averages. 
Your Standard Option coverage provides important 
protection against the financial impact of a long-term 
illness or serious injury. This is called your Cata-
strophic Protection benefit. 
Here's how it works. After you've met the annual 
deductihle, there's a limit on the amount you have to 
pay for Major Medical benefits in any one calendar 
year. If you have self-only or self-and-family coverage, 
this limit is: $2,500 of eligible expenses per contract 
per calendar year. When your out-of-pocket expenses 
reach this $2,500 limit, we'll pay 100% UCR of any 
additional covered expenses for the rest of the calen-
dar year. Your "eligible out-of-pocket expenses" 
include: 
► the 25% coinsurance you pay for Major Medical 
benefits; and 
► the hospital deductible 
FAMILY PROTECTION If you have a self-and-
family enrollment, your entire family is covered for 
catastrophic protection once your family's out-of-pocket 
expenses reach $2,500 in a calendar year. For example, 
suppose two members of your family have already met 
the annual deductible and your additional out-of-
pocket expenses are $1,000 for yourself, $900 for your 
spouse and $600 for your child (total: $2,500). We'll pay 
100% of any additional covered expenses covered under 
Major Medical benefits for the rest of the calendar 
year. Although you may never need it, there's a $1 
million lifetime benefit for Major Medical benefits-
that means that's the maximum we'll pay for services 
covered under Major Medical benefits. This maximum 
includes the $50,000 lifetime maximum for the treat-
























INELIGIBLE EXPENSES Certain kinds of expenses 
do not count towards your $2,500 payment limit: 
► Your payments to a non-member hospital (the 30% 
coinsurance you pay to non-member hospitals); 
► The annual deductible for Major Medical benefits; 
► Expenses in excess of the usual, customary and 
reasonable (UCR) charge; 
► Your expenses for the treatment of mental illness. 
We want you to get the most from your health care 
coverage. You can save yourself a considerable amount 
of time and money by taking some easy and sensible 
steps toward efficient health care. 
Here are some time and money saving suggestions: 
Avoid Weekend Admissions-Most hospitals don't 
perform surgical or other non-emergency procedures 
on weekends. Ask your physician to avoid a non-
emergency weekend admission-since benefits may 
not be available for not medically necessary weekend 
admissions-and weekday admissions can shorten 
your hospital stay. 
Take Advantage Of Outpatient Services-With 
advances in modern medical technology, many proce-
dures can be safely performed in a hospital outpatient 
department. This includes many surgical procedures, 
as well as pre-admission testing before covered sur-
gery. Hospital outpatient services can reduce or elim-
inate the need for a hospital stay. Starting in January 
1985, Standard Option pays 100% for hospital out-
patient surgical care, after you meet the annual 
deductible. 
Get A Second Surgical Opinion-Getting a second 
surgical opinion can reduce the risk of unnecessary 
surgery for you and your family. We'll help pay for a 
second surgical opinion under Major Medical bene-
fits. 
Use Generic Drugs-Generic drugs can save you 
money, because they generally cost less than "brand 
name" drugs. We pay 100% for prescription drugs you 
need in a member hospital and 75% UCR after you 
meet the annual deductible for drugs you purchase 
on an outpatient basis. 
As you read your booklet, we'll highlight these and 
other approaches to efficient health care. We'll also 
show you how Standard Option can help you take full 
advantage of them. 
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Accident! We'll be there for you in case 





tal injury care, 
as well as ambu-
lance service. 
If you need to be hospitalized in an emergency, we'll 
pay for covered hospital services on the same basis as 
all other hospital inpatient care (see page 11). We also 
help pay for outpatient treatment of emergencies 
which are ns>t related to an accident (see page 13). 
OUTPATIENT ACCIDENTAL INJURY CARE 
You're covered in full for an accidental injury if you 
receive outpatient treatment for it within 72 hours of 
the accident. After you've met the annual deductible, 
your Major Medical benefits will pay: 
► 100% for all covered outpatient services in a 
member or non-member hospital; 
► 100% of the usual, customary and reasonable 
(UCR) charges for all X-ray, laboratory, machine 
diagnostic tests and pathological services performed 
in the hospital and 100% UCR for physician's 
charges within 72 hours of the injury; and 
► 100% UCR for physician's care (at the hospital or 
in a physician's office) within 72 hours of the injury 
as well as X-ray, laboratory machine diagnostic 
tests and pathological services. 
AMBULANCE SERVICE If you have an accident 
or medical emergency, we'll help pay for professional 
ambulance service to the nearest hospital within 72 
hours of accidental injury or emergency. We also help 
pay for professional ambulance service from the hos-
pital (if necessary) and for an ambulance if it's neces-
sary in connection with inpatient care. 
After you've met the annual deductible, your Major 
Medical benefits will pay 75% of the usual, custom-
ary and reasonable (UCR) charges for the ambulance. 
OTHER COVERED SERVICES If you need to rent 
or buy crutches or need a set of eyeglasses or contact 
lenses as a result of your accidental injury, we'll help 
you pay for them under Major Medical benefits. We 
also pay for blood or blood plasma in the same way, if 











NCYrE: These and other necessary Supplemental 
Services and Supplies listed in your 1985 Service 
Benefit Plan brochure are also covered whether or 
not they are related to an accidental injury. 
ACCIDENTAL INJURY REQUIRING DENTAL 
CARE If you need dental care as the result of an 
accident, we'll help pay for dental services and sup-
plies directly related to the accident. After you've 
met the annual deductible, your Major Medical bene-
fits will pay 75% of the usual, customary and reason-
able (VCR) charges. However, the accident must have 
occurred while you were covered by a Federal 
Employees Health Benefits Program plan. 
VA FACILITIES We normally don't pay for health 
care in a Veterans Administration (VA) facility. How-
ever, if you need emergency care and a VA facility is 
the nearest place you can go, we'll consider this when 
we review your claim. 
EMERGENCY ROOMS ARE EXPENSIVE 
Hospital emergency rooms are very expensive, 
because they're specially staffed and equipped 
to handle accidents, injuries and other emergen-
cies. Using them for routine care (or as a sub-
stitute for the family doctor) can cost you time 
and money. 
Hospitalization is covered by Hospital Inpatient bene-
fits. After you pay the hospital deductible, we'll help 
pay for both room and board and other covered hospi-
tal services. The amount we'll pay depends on the 
length of your stay (and whether you use a member 
or non-member hospital). 
If you have Medicare Part A, you won't have to pay 
the hospital deductible-as long as your Medicare 
coverage is primary. 
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Special rules apply to hospitaliza-
tion and other care for mental ill-
ness. See page 24 for a complete 
description of mental illness care 
benefits. 
WHEN YOU USE A MEMBER 
HOSPITAL After you pay the 
hospital deductible, we pay for semi-
private room and board and other 
covered hospital services in the 
following way: 
► 100% in a member hospital for up to six months 
(180 days per calendar year) and 
► 75% if your hospital stay extends beyond 180 days, 
after you meet the annual deductible (in a member 
or non-member hospital). 
A WORD ABOUT MEMBER HOSPITALS 
The term member hospital refers to a hospital 
which has a service agreement with a Blue 
Cross and Blue Shield Plan to provide hospital 
services to our subscribers when they're ad-
mitted. Over 95% of acute care hospitals in 
the United States are member hospitals. This 
is to your advantage, because member hospitals 
agree to accept our payment as payment in full 
for covered inpatient care. 
A hospital's admissions office or your local 
Blue Cross and Blue Shield Plan can tell you if 
a hospital is member or non-member. You can 
also check the Definitions section for more 
information. 
WHEN YOU USE A NON-MEMBER HOSPITAL 
After you pay the hospital deductible, we'll pay 70% 
of all covered room and board charges and other 
covered hospital services for up to 180 days per calen-
dar year, and then 75% after you meet the annual 
deductible if your stay is longer than that.* You're 
responsible for the balance. 
The term non-member hospital refers to institutions 
located in U.S. and Puerto Rico that do not have a 
service agreement with a Blue Cross and Blue Shield 
Plan. If you use a member or non-member hospital in 
any other part of the world, we'll pay for your covered 
hospital care in the same way as we do in a member 
hospital inside the U.S. That is, we pay 100% for all 
covered room and board and other covered hospital 
services for up to 180 days (then 75% after the annual 
deductible) and 75% for mental illness care for 30 
days per person per year, after you pay the hospital 
deductible. 
*Does not apply to mental illness care (see page 24 
for a discussion of mental illness benefits). 
ROOM AND BOARD Covered room and board 
charges are based on the cost of a semi-private room. 

















isolation is required by law or necessary to prevent 
the spread of contagious disease.) 
If you have a private room for reasons other than 
required isolation, we'll base our payment on the hos-
pital's average daily rate for a semi-private room. 
You're responsible for the balance. 
OTHER COVERED HOSPITAL SERVICES Your 
other covered hospital services include: 
► Operating room ► Machine diagnostic 
► Recovery room tests 
► Treatment rooms ► Dressings 
► Drugs ► Splints 
► X-rays ► Plaster casts 
► Laboratory tests ► Anesthetics and 
► Pathological services anesthesia service 
► Administration of blood, but not the blood or blood 
plasma itself. (Blood or blood plasma is paid for by 
Major Medical benefits unless the blood is donated 
or replaced.) 
► Pre-admission testing recognized as part of the 
hospital admissions procedure 
NOTE: We will pay for hospital admissions related 
to dental procedures only if you have a non-dental, 
physical condition that makes hospitalization neces-
sary to protect your health. 
Your Blue Cross and Blue 
Shield Service Benefit Plan 
covers a number of services '"" 
related to outpatient care. 
Treatment in the hospital 
outpatient department 
means that you're not go-
ing to stay overnight in 
the hospital and this costs less than a hospital 
admission. 
Remember, if you receive hospital outpatient treatment 
of an accidental injury within 72 hours, we'll pay 100% 
of the hospital expenses. See page 10 for a more com-
plete explanation of your accidental injury benefits. 
Outpatient care is covered by Major Medical benefits, 
and is subject to the annual deductible. 
OUTPATIENT SURGERY If you have surgery 
(including covered oral surgery) performed in a hospi-
tal outpatient department, we'll pay: 
► 100% for all covered hospital services in a member 
or non-member hospital; 
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► 100% for hospital X-ray, laboratory, machine diag-
nostic tests or pathological services related to and 
performed on the same day as the surgery; and 
► 75% of your surgeon's usual, customary and rea-
sonable (VCR) fee. 
WHAT IS OUTPATIENT SURGERY? Many 
surgical procedures can be safely performed in 
a hospital's outpatient department, a freestand-
ing ambulatory facility or in the doctor's office. 
This can save you time and trouble, because you 
can have the surgery and return home on the 
same day. 
Your physician can tell you if outpatient surgery 
is appropriate for a particular procedure. If it is, 
he or she can make the arrangements for you. 
We pay 100% for your hospital outpatient sur-
gical care, after you meet the annual deductible. 
We'll also pay 100% for the following hospital services 
needed as part of hospital outpatient surgical care: 
► X-rays 
► Laboratory services, such as blood tests 
► Pathological services 
► Diagnostic tests by machine 
► Cast and suture removal 
► Treatment of bums 
► Hospital supplies for hemophilia home care 
FREESTANDING AMBULATORY FACILITIES 
We'll pay 100% for outpatient surgery (and related 
diagnostic X-ray and laboratory tests) performed in 
and billed by an approved freestanding ambulatory 
facility (FAF), after you meet the annual deductible. 
Call your local Plan to find out whether the FAF or a 
medical facility that's not connected to a hospital is 
approved. 
After you've met the annual deductible, we pay 75% 
for renal dialysis in any FAF which meets our criteria. 
OTHER HOSPITAL OUTPATIENT SERVICES 
We'll pay for a number of other outpatient services 
under your Major Medical benefits when they are 
performed in a member or non-member hospital if 
you need to go to the hospital because of illness or 
symptoms of illness. After you've met the annual 
deductible, we'll pay 75% for: 
► Covered diagnostic X-ray, laboratory, pathological 




















not related to hospital outpatient accidental injury 
care or surgical care 
► Radiation therapy 
► Chemotherapy for cancer 
► Renal dialysis (also in a covered freestanding 
ambulatory facility) 
► Rabies shots 
► Necessary medical treatment of a diagnosed illness 
or symptoms 
PRE-ADMISSION TESTING SAVES TIME 
AND TROUBLE Pre-admission tests are 
X-ray and lab tests which are performed in a 
hospital's outpatient department-before you're 
admitted for non-emergency surgery or other 
medical treatment. This can save you up to two 
extra days in the hospital. 
Your physician can tell you if pre-admission 
testing is appropriate for your condition. If it is, 
he or she can schedule the tests for you. Pre-
admission testing is covered by Major Medical 
benefits. However, if it is part of a formal hospi-
tal program recognized by your local Plan, the 
testing will be paid as part of your Hospital 
Inpatient benefits. 
If you need surgery on an inpatient basis, we'll help 
you pay for it. We'll also help pay for the care your 
surgeon gives you before and after your operation. 
Surgery includes the care of broken bones and dis-
locations, as well as surgical sterilization. If the com-
plexity of your operation requires the assistance of a 
second surgeon, we'll help pay for the assistant 
surgeon too. 
SURGICAL EXPENSES Here's what we'll pay for 
surgery in the hospital: 
Hospital Services-Your Hospital Inpatient benefits 
will cover 100% of your hospital charges for inpatient 
surgery after you pay the hospital deductihle (see 
page 12). 
Surgeon's Fee-We'll pay 75% of your surgeon's 
usual, customary and reasonable (UCR) charge. 
(This physician's service is a Major Medical benefit, 
and is subject to the annual deductihle. ) 
Any surgery you have performed in a hospital out-
patient department is covered by Major Medical 
benefits. (See pages 13-14.) 
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IS SURGERY RECOMMENDED? CONSIDER 
A SECOND OPINION Second surgical opin-
ions are important, because physicians don't 
always agree on the need for non-emergency 
surgery. In some cases, non-surgical treatment 
might be an acceptable alternative. By confirm-
ing your physician's advice with a second 
physician's opinion, you gain peace of mind-
and reduce the risk of unnecessary surgery. We 
help pay for them under Major Medical benefits. 
ANESTHESIA SERVICE We pay 75% for the usual, 
customary and reasonable (UCR) charges for the 
anesthesia services of a physician (usually an anes-
thesiologist) when requested by your surgeon. How-
ever, anesthesia services are not covered if they are 
performed by the operating doctor or an assistant. If 
there is no hospital-employed anesthesiologist avail-
able, we'll help pay for services billed by a nurse 
anesthetist. 
COSMETIC SURGERY We do not cover cosmetic 
surgery. However, we do help pay for surgery needed 
to restore or correct a part of the body that has been 
altered by injury, disease, or surgery that occurred 
while you were covered by a Federal Employees 
Health Benefits Program (FEHBP) plan. And, if you 
had a mastectomy (breast removal), we'll help pay for 
breast reconstruction. 
SURGERY FOR CONGENITAL ANOMALIES 
We'll help pay for the surgical correction of anomalies 
present at birth (in the case of a baby) or present 
from birth (in the case of an adult). A congenital 
anomaly (irregularity) is any condition significantly 
different from the common form: protruding ears, 
harelips, birthmarks, and webbed fingers or toes. We 
pay for other conditions as congenital irregularities, 
but we make these determinations on a claim-by-claim 
basis. However, we won't pay for anomalies related to 
teeth or structures supporting the teeth. 
COVERED ORAL SURGERY We pay 75% of the 
usual, customary and reasonable (UCR) charges only 
for the following kinds of oral surgery, after you've 
met the annual deductihle: 
► Removal of impacted teeth 
► Removal of tumors and cysts of the jaws, cheeks, 
lips, tongue, roof and floor of mouth when patho-
logical examination is required 
► Correction of accidental injuries to jaws, cheeks, 



















juries occurred while the patient was covered by a 
Federal Employees Health Benefits Program plan 
► Removal of exostoses (bony growths) on the jaws 
and hard palate 
► External cutting and draining of cellulitis 
(inflammation) 
► Incision of accessory sinuses, salivary glands or 
ducts 
► Reduction of dislocations, excision of temporoman-
dibular joints 
In general, orthodontic care is not covered, but if you 
need such care as a result of an accidental injury 
which occurred while the patient was covered by a 
Federal Employees Health Benefit Program plan, we 
will help you pay for it. Also, refer to the dental fee 
schedule on pages 19 to 20 for other types of dental 
services that are covered. 
Physician's visits 
in the hospital 
are covered by 
Major Medical 
benefits. After 
you've met the 
annual deduct-
ible, we'll pay 






If you're in the hospital for surgery and another 
physician tr:eats you for a medical condition not 
related to your surgery (or if the medical complexity 
of your primary condition requires another physician), 
we'll help pay for a physician's care in addition to the 
attending physician's (the physician who is taking 
care of you) for all covered days. 
CONSULTATION If your physician requests a 
consultation by another physician for your condition 
while you're in the hospital, that physician can exam-
ine you and we'll help pay for it. 
The above services are covered by Major Medical 
benefits. After you've met the annual deductible, we'll 
pay 75% of the usual, customary and reasonable 










SECOND SURGICAL OPINION If your physi-
cian recommends surgery, we'll help pay for consulta-
tions with other physicians (or visits to a physician) 
for a second opinion. Standard Option will pay 75% 
UCR for a second surgical opinion, after you've met 
the annual deductible. 
When you have a medical problem, we'll help pay for 
visits to your physician's office. These visits are cov-
ered by Major Medical benefits. After you've met the 
annual deductible, we'll pay 75% of the usual, cus-
tomary and reasonable (UCR) charge for office visits. 
Except for the two types of visits listed in the follow-
ing section, there's no limit on the number of visits for 
covered services-whether to the physician's office or 
the outpatient department of the hospital. Covered 
office services include surgery, maternity care and 
physical therapy which are described elsewhere, but 
also such services as: 
► Allergy tests and injections 
► Rabies shots 
► Radiation therapy 
► Chemotherapy for cancer (not oral) 
► X-ray, lab and machine diagnostic tests 
ANNUAL VISIT ALLOWANCES We provide annual 
visit allowances for certain kinds of services. Each 
calendar year, you receive an allowance for: 
► 25 visits for mental illness care; and 
► 25 home nursing visits by a nurse (R.N., or L.P.N.). 
Separate annual visit allowances are provided for each 
person covered under the Plan. These visit allowances 
are renewed each calendar year. 
We'll help pay 





and other types 
of treatment. 
Our payment 
for a particular 
service will be based on the fee schedule shown on 
pages 19 to 20. If your dentist should charge more 
















Clinical Oral Examinations 
Initial oral examination ... ........ ....... ....... . $ 8.00 
Periodic oral examination . . . . . . . . . . . . . . . . . . . . . . . . . 6. 75 
Emergency oral examination . . . . . . . . . . . . . . . . . . . . . . 8.00 
Radiographs 
Intraoral complete .............................. $21.00 
Intraoral periapical-single, first film . . . . . . . . . . . . . . . . 4.00 
Intraoral periapical-each, additional film . . . . . . . . . . . . 2.25 
Intraoral-occlusal film . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6. 75 
Extraoral-single film . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.50 
Extraoral-each additional film . . . . . . . . . . . . . . . . . . . . . 3.50 
Bitewing-single film . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.25 
Bitewings-two films . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.00 
Bitewings-three films . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9. 75 
Bitewings-four films .. ... . ... . .......... ..... .... 11.00 
Posteroanterior and lateral skull and 
facial bone-survey film ............ . .. . .... ...... 26.50 
Panoramic-maxilla and mandible film . .............. 21.25 
Tests and Laboratory Examinations 
Pulp vitality tests . . . ..................... .. ..... $ 4. 75 
Palliative Treatment 
Palliative (emergency) treatment of dental pain-
minor procedures ......... . . ... ..... ............ $13.25 
Fillings (sedatives) ... ... .. .. ............... ...... 13.25 
Dental Prophylaxis 
Adult ..................... ... ..... . ............ $13.25 
Children ........... .. ...... .... .. ..... . ...... ... 11.50 
Fluoride Treatments 
Topical application of fluoride 
(including prophylaxis)-child ............. ...... . $19.25 
Topical application of fluoride 
(including prophylaxis)-adult .......... ........ .. 21.25 
Topical application of sodium fluoride, 
4 treatments (excluding prophylaxis) ...... ... ... . . 13.75 
Topical application of sodium fluoride, 
4 treatments (including prophylaxis) .. . . ......... . 23. 75 
Topical application of stannous fluoride, 
1 treatment (excluding prophylaxis) . . . . . . . . . . . . . . . 8.00 
Topical application of stannous fluoride, 
1 treatment (including prophylaxis) ..... ... ....... 19.25 
Topical application of acid fluoride phosphate, 
1 treatment (excluding prophylaxis) .......... .... .. 8.00 
Topical application of acid fluoride phosphate, 
1 treatment (including prophylaxis) ............... 19.25 
Space-Management Therapy 
Fixed-unilateral type .. . .. ................. .. .... $40.00 
Fixed-bilateral type .............................. 59.50 
Removable-unilateral type .. .. ....... ..... ... .... . 40.00 
Removable-bilateral type ..... ....... . ...... ...... 59.50 
Recementation of space maintainer . . . . . . . . . . . . . . . . . 9.50 
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Amalgam Restorations (Including Polishing) 
Amalgam-one smface, deciduous ............. .... $11.00 
Amalgam-two smfaces, deciduous ......... . ....... 16.00 
Amalgam-three smfaces, deciduous ................ 21.00 
Amalgam-four smfaces, deciduous .............. ... 25.50 
Amalgam-one smface, permanent . . . . . . . . . . . . . . . . . . 12. 75 
Amalgam-two smfaces, permanent ... .. .. ..... ..... 19.25 
Amalgam-three smfaces, permanent . . .. . .. .. ...... 26.00 
Amalgam-four smfaces or more, permanent ...... ... 29.25 
Pin retention-exclusive of amalgam (per tooth) . . . . . . 6.75 
Silicate Restoration 
Silicate cement per restoration ........ ........ ... $ 9.00 
Acrylic or Plastic or Composite Restorations 
Acrylic or plastic or composite resin 
(any number of surfaces) ........ ........ . ...... $12. 75 
Acrylic or plastic or composite resin-
one smface . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12. 75 
Acrylic or plastic or composite resin-
two surfaces ...... . .... ... . . ................ ... 19.25 
Acrylic or plastic or composite resin-
three smfaces ............. ..... ................ 26.00 
Pin retention-exclusive of composite resin 
(per tooth) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6. 75 
Acrylic or plastic or composite resin-
involving incisal angle .... .. ..................... 20.50 
Gold Inlay Restorations 
Inlay-gold, one smface, permanent . .... . ..... ..... $12.75 
Inlay-gold, two smfaces, permanent ................ 19.25 
Inlay-gold, three smfaces, permanent ....... ... .... 26.00 
Gold Foil Restorations 
Gold Foil-one smface, permanent . .... .. ..... ..... $12.75 
Gold Foil-two surfaces, permanent ... ..... .. ....... 19.25 
Gold Foil-three smfaces, permanent ................ 26.00 
Porcelain Restoration 
Inlay-porcelain ............................... . . $12.75 
Extractions-Includes Local Anesthesia 
and Routine Postoperative Care 
Single tooth ........................ .... ........ $14.50 
Each additional tooth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.25 
Surgical Extractions-Includes Local Anesthesia 
and Routine Postoperative Care 
Surgical removal of erupted tooth, requiring elevation 
of mucoperiosteal flap and removal of bone and/or 
section of tooth (Extraction of tooth, erupted) ...... $18. 75 
Root recovery (surgical removal of residual root) ..... 31.00 
Anesthesia 
General anesthesia in connection with 







PREVENTIVE CARE IS IMPORTANT 
Preventive care is vital to your family's dental 
health. A small problem which is neglected now 
can lead to big expenses in the future, so it pays 
to get regular dental check-ups. 
We'll help pay for periodic dental exams, as well 
as X-rays, fluoride application and space main-
tainers. 
We'll help pay for a wide range of health care services 
related to maternity care. And you're covered for these 
services whether you have a self-only enrollment, or 
a self-and-family enrollment. 
We also cover treatment of physical conditions that 
prevent pregnancy and for care related to miscar-
riages. (All insurers in the Federal Employees Health 
Benefits Program do not pay for abortions, except 
when the life of the mother is in danger.) 
.----------------,,.,,... 
PRENATAL. CARE Before your 
baby is born, we'll help pay for a 
pregnancy test and pregnancy-related 
diagnostic tests under Major Medical 
benefits. 
HOSPITAL. AND PHYSICIANS' 
SERVICE We'll help pay for a nor-
mal delivery as well as treatment of 
I If t. ""- . ~ • t complications and caesarean delivery. 
Hospital Services-After you pay the hospital 
deductible, we'll pay 100% of your semi-private room 
and board charges as well as other covered services 
such as prescription drugs, in a member hospital 
(70% in a non-member hospital). 
Physician's Fee-We'll pay your physician 75% of the 
usual, customary and reasonable (UCR) charge for 
hospital or home delivery. (This is a Major Medical 
benefit, and is subject to the annual deductible.) 
If you choose to have your baby delivered by a licensed 
or certified nurse-midivife, we'll pay 75% UCR of the 
covered charges for pre- and post-partum care and 
delivery. (This is also a Major Medical benefit and is 
subject to the annual deductible.) 
PRESCRIPTION DRUGS We'll help pay for pre-
scription drugs you might need during your pregnancy. 
These are covered by Major Medical benefits. After 






usual, customary and reasonahle (UCR) charges for 
prescriptwn drugs you purchase on an outpatient basis. 
We pay for medical foods required because of inborn 
errors of amino acid metabolism in the same way. 
CARING FOR YOUR NEW BABY Once your baby 
is born, we'll help pay for maternity-related follow-up 
visits to your obstetrician or nurse-mw'Wife. Also, 
we'll pay for hospital charges, for routine nursery 
care including the PKU test given to all new babies. 
If you have a self-only enrollment, coverage for 
your baby ends here. (This is also true for the baby 
of a subscriber's unmarried [dependent] daughter.) 
However, a federal employee may cover her baby by 
obtaining a self-and-family enrollment. She or her 
enrolled spouse can do this by contacting the federal 
agency personnel office as soon as she knows she's 
pregnant. 
If you have a self-and-family enrollment, we pay for 
the first newborn examination by your baby's physi-
cian, circumcision and any other special care (for 
example, surgery or diagnostic tests). These services 
are covered by Major Medical benefits at 75% of the 
UCR charges, and are subject to the annual 
deductible. 
Prescription drugs are drugs that, by federal law, 
require a physician's prescription for purchase. We 
help pay for these drugs (and insulin), whether pre-
scribed in the hospital or during an office visit. 
Hospital-We'll pay the full cost of any drugs you 
receive as an inpatient in a member hospital (70% in 
a non-member hospital) as part of your hospital ad-
mission. If your stay extends beyond 180 days, then 
we pay 75% after you meet the annual deductible. 
(The same as for other covered hospital services.) 
If you receive the drugs in the outpatient depart-
ment, we'll pay 75% of the usual, customary and 
reasonahle (UCR) charges. (This is a Major Medical 
benefit, and is subject to the annual deductible.) 
Office Visit-After you've met the annual deduct-
ible, Standard Option will pay 75% UCR for drugs 
prescribed during an office visit. 
Nursing Home-Standard Option will pay 75% UCR 
for prescription drugs received in and billed by a 
nursing home under Major Medical benefits, although 





















If You Need 
Physical 
Therapy 
GENERIC DRUGS CAN SAVE YOU MONEY 
Generic drugs are labeled by their chemical 
name rather than a brand name. There's no dif-
ference in quality, since all drugs must meet 
the same government standards for safety and 
effectiveness. 
Why pay more for a brand name if its generic 
twin is available at lower cost? Ask your physi-
cian to prescribe generic drugs whenever 
possible . 
We'll help pay for nursing care in your home for up 
to two hours a day (up to a maximum of 25 visits per 
covered person in a calendar year). The nurse must 
be a registered nurse (R.N.) or a licensed practical 
nurse (L.P.N .) and the care must be ordered by the 
physician who's responsible for your care. 
Home nursing care is covered by Major Medical bene-
fits. After you've met the annual deductihle, we'll pay 
75% of the usual, customary and reasonable (UCR) 
charge for home nursing. 
We do not pay for home nursing care when: 
► It is provided primarily for the convenience of the 
patient or the patient's family; 
► The services consist mostly of bathing, feeding, 
exercising, homemaking, moving the patient, giving 
medication, or acting as a companion or sitter; or 
► The nurse is an immediate relative or member of 
the patient's household. 
Physical therapy 
is covered by 
Major Medical 
benefits. After 
you've met the 
annual deduct-
ihle, we'll pay 
75% of the usual, 
customary and 
reasonable (UCR) charge for physical therapy. 
INPATIENT CARE We'll help pay for physical 
therapy you receive from a physician other than your 
attending physician when you're a patient in the hos-
pital under Major Medical benefits. 
OUTPATIENT CARE We'll help pay for outpatient 







sional physical therapist, a physician, or in the out-
patient department of a hospital under Major Medical 
benefits. 
We define mental illness as any condition listed in the 
International Classification of Diseases as psychoses, 
neurotic, personality disorders, or other non-psychotic 
mental disorders. The International Classification 
of Diseases is a manual adopted for use in the United 
States by the U.S. Public Health Service. 
Lifetime Maximum-There is a lifetime maximum of 
$50,000 for all mental illness care covered under Stan-
dard Option. See page 25 for details. 
HOSPITALIZATION FOR MENTAL ILLNESS If 
you (or a covered member of your family) need to be 
hospitalized for treatment of mental illness, we'll pay 
the following for up to 30 days per calendar year: 
Hospital Services-After you pay the hospital 
deductible, we'll pay 75% for room and board, plus 
covered services in a member or non-member hospi-
tal for up to 30 days per calendar year. 
Physician's Care-We'll pay 75% of the usual, cus-
tomary and reasonable (UCR) fee for mental illness 
therapy while you're in the hospital for up to 30 days 
per calendar year. (This is subject to the annual 
deductible.) 
OUTPATIENT MENTAL ILLNESS THERAPY 
We'll help pay for individual or group therapy you 
receive in an office setting provided by a physician, a 
clinical psychologist, a psychiatric nurse or a psychi-
atric social worker, for up to two hours a day. We pay 
for day-night hospital services as well (when you're 
hospitalized part of the time). 
Psychiatric Nurses and Psychiatric Social Workers-
We will help pay for therapy provided by a psychi-
atric nurse or psychiatric social worker only under 
the following circumstances: 
► A physician (M.D. or D.0.) requested the therapy 
and referred the patient; 
► The therapy was provided under the supervision 
and direction of a physician (M.D. or D.0.) who 
saw the patient or had written or personal consul-
tation with the psychiatric nurse or psychiatric 
social worker at least once every 90 days during the 
course of t reatment ; and 
► The supervising M.D. or D.O. saw the patient at 





























Collateral Visits-We'll help pay for "collateral visits" 
between the patient's immediate family and therapist. 
These visits confirm the patient's diagnosis, establish 
a treatment plan, and evaluate the patient's response 
to treatment. 
Outpatient mental illness therapy is covered by Major 
Medical benefits. After you've met the annual deduct-
ible, we'll pay 75% of the usual, customary and rea-
sonable (UCR) charges, but there are certain limits: 
Annual Visit Allowance-Visits for outpatient mental 
illness therapy are subject to the 25 visit per calen-
dar year allowance described on page 18. 
Lifetime Maximum-The lifetime maximum for both 
inpatient and outpatient mental illness care is $50,000 
per person. (This maximum includes expenses already 
incurred in past years under Major Medical benefits-
formerly called Supplemental benefits-for mental ill-
ness care while enrolled in this option. If you need 
further explanation, please call your local Plan.) 
CARE THAT IS NOT COVERED We don't provide 
benefits for the following services: 
► Marital counseling, family counseling or other 
counseling or training. 
► Services performed or billed for by a school, a half-
way house or members of their staff. 
► Psychoanalysis or psychotherapy credited toward 
earning a degree or training regardless of diagnosis 
or symptoms that may be present. 
Knowing how to use your Standard Option coverage 
means knowing how to obtain your benefits. In_gen-
eral, filing claims is easy, since many hospitals and 
physicians will often file them for you. However, you 
may sometimes have to file claims yourself. For a more 
detailed description about claim filing, ask your local 
Plan for a copy of the Standard Option Straight Talk 
About Filing Claims booklet. 
CLAIMS FOR HOSPITAL INPATIENT BENEFITS 
In most cases, member hospitals file your claims for 
you and we pay them directly. You'll need to show the 
---------- admitting clerk your Blue Cross and Blue 
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Shield Service Benefit Plan ID card and 
you may have to fill out part of the form 
as well as sign it. Non-member hospitals 
may also submit claims for you, but, if 
~•~ .... - :i:ril not, they have claim forms they can use 
to submit on your behalf. We can reim-
burse them directly, if you assign benefits 
to them (authorize us to pay them). 
CLAIMS FOR DENTAL BENEFITS If your den-
tist files your claim for you, we'll pay him/her directly. 
If your dentist won't file a claim for you, contact your 
local Plan for a Federal Employee Program Health 
Benefits Claim Form. You should fill out your section 
of the form and ask your dentist to fill out his/her 
section. Mail the claim to your local Blue Cross and 
Blue Shield Plan (addresses are in the back of this 
booklet). Subscrihers are responsible for the amount 
of the dentist's bill our fee schedule doesn't cover. All 
bills from dentists and doctors must be itemized (see 
page 28). 
CLAIMS FOR MAJOR MEDICAL BENEFITS 
Many hospitals and physicwns will also submit a claim 
for services covered under Major Medical benefits for 
you but sometimes it may be up to you to submit 
them. We'll then reimburse you for covered expenses. 
Instructions for submitting claims for Major Medical 
benefits follow in this section. 
GENERAL INFORMATION ABOUT SUBMITTING 
A MAJOR MEDICAL CLAIM You should send us 
a separate claim form for each covered member of 
your family. For your convenience, you can list the 
various types of services and supplies that a person 
received on the same form. 
All claims should be accompanied by itemized bills 
for covered services and supplies (see page 28). 
When to Submit Your Claim-As soon as your bills 
for health care services covered under Major Medical 
benefits total enough to reach your annual deducti-
ble, file your first claim. Then, file quarterly or more 
often,whenever you need reimbursement for covered 
charges. You should send us your claim no later than 
December 31 of the year following the year in which 
the services or supplies were received. For example, 
if you had surgery in July of 1984, the deadline for 
submitting your claim is December 31, 1985. 
Long-Term Care-If you're receiving long-term care, 
you must submit your claims every 30 days. 
If We Return Your Claim-If we need more informa-
tion, we'll send your claim back to you. You should 
resubmit it within 90 days, or before the December 
31 deadline for submitting claims, whichever is later. 
Before you submit a claim for physical therapy, 
mental illness therapy, durable medical equipment, 
home nursing care or dental due to accidental 



















Home Nursing Care-If you submit a claim for home 
nursing care, you must attach an itemized bill that is 
printed on the nurse's billing form or letterhead 
stationary that shows the nurse is an R.N. or 
L.P.N. Also, send a written statement from your 
doctor explaining why the nursing care was 
medically necessary. The local Blue Cross and 
Blue Shield Plan may send special forms to be 
completed by your doctor or nurse, telling 
exactly what services the nurse performed. 
Mental Illness-If you receive mental illness therapy 
from a physician, clinical psychologist, psychiatric 
social worker, or psychiatric nurse, your claim must 
show the type of therapy (individual or group) and the 
length of each therapy session. 
If you receive therapy from a psychiatric social worker, 
or a psychiatric nurse, your claim must show that the 
therapy was performed at the direction and under the 
supervision of the attending physician. If this is not 
indicated on your claim, call your local Plan. They 
may have a form you can use to show this. 
INSTRUCTIONS ON SUBMITTING MAJOR 
MEDICAL BENEFITS CLAIMS While most 
hospitals and physicians are encouraged to submit 
claims for you, you may have to submit a Federal 
Employee Program Health Benefits Claim Form 
for Major Medical benefits yourself. Along with your 
claim form, be sure to send itemized bills for all 
covered expenses from the physician, nurse, or other 
health care provider. 
It's not hard to submit a claim-all you need is: 
► Your Service Benefit Plan identification (ID) 
number (it's the eight-digit number on your ID 
card) 
► A Federal Employee Program Health Benefits 
Claim Form 
► All your original, itemized bills 
► The occasional, additional form or information (see 
page 26) 
Then, just fill out the claim form completely, making 
sure you (or the patient enrolled under your Service 
Benefit Plan contract) sign it and send it to the ad-
dress on the back of the form or to the nearest Blue 
Cross and Blue Shield Plan (if there is no address on 
the form). However, if you receive health care away 
from home, submit the claim to the Plan nearest the 
area in which you received the care. 
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ITEMIZED BILLS Itemized bills are an essential 
part of submitting claims. It is important for you and 
health care institutions and professionals to lrnow 
what information we need on their bills. 
Bills from health care institutions and professionals 
are the only ones we accept. We don't accept bills you 
prepare yourself, cancelled checks, money orders or 
cash register receipts. 
Itemized bills, on billing forms or letterhead stationery, 
must show: 
► Name, address, and professional status of the phy-
sician, nurse, or other health care professional that 
provided the services or supply; 
► Full name of the patient; this is not always the 
same as the person being billed; 
► Date of service, type of service, and the charge for 
each service (each service must be listed 
separately); 
► Name of the drug and the prescription number 
(see below). 
Here's an illustration of a properly itemized physi-
cian's bill: 
Physician's Bills-Here's an iilustration of a properly 
itemized physician's bill: 
Joseph Smith, M.D. 
TTn Seventh Street 
Crystal, Ohio 7TTT7 
Scott Parkin 
9933 Delilah Avenue 
Crystal, Ohio 77777 
For Professional Services Provided To: 
Andrew Parkin 
7/ 11/ 84 Office visit $XX.XX 
7/ 11/ 84 Injection, Vitarr.in B-12 xx.xx 
8/ 22 / 84 ENT Examination xx.xx 
Prescription Drug Bills-An itemized bill for pre-
scription drugs must be on the pharmacist's billhead, 
contain his (or her) signature, and include the name 
































date of purchase and the patient's name. Here's an 
example: 
James R. Phillip, Pharmacist 
Midtown Pharmacy 
1203 Red Road 
Melville, Mississippi 11111 
Joan Scaffidi 
8880 Vintage Avenue 
Crystal, Ohio 77777 
9/ 21/ 84 Rx #818234 Codeine $XX.XX 
9/ 21/ 84 Rx #818235 Tetracycline xx.xx 
~r 
The receipt portion of pharmacy bags, used by most 
drug stores or pharmacy chains, generally include all 
of the needed information and are acceptable. However, 
we cannot accept bills you prepare yourself, money 
orders, cancelled checks or cash register receipts. 
Please make a copy for your records of all itemized 
bills before you send them to us, because we don't 
return them. 
OVERSEAS CLAIMS When you're traveling out-
side the U.S. and Puerto Rico, you're still covered by 
your Blue Cross and Blue Shield Service Benefit Plan 
benefits. If you receive care in a hospital outside 
these areas, you'll need to submit an Overseas Claim 
form to receive reimbursement for covered services. 
You'll need the same form to submit claims for physi-
cian's services outside the U.S. and Puerto Rico. 
You may get Overseas Claim forms from your local 
Blue Cross and Blue Shield Plan. Send your claim 
form, along with the itemized bills-all translated into 
English if they're in another language-to: 
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Blue Cross and Blue Shield 
Federal Employee Program 
550 12th Street, S.W. 
Washington, D.C. 20024 











If your claim has been denied and you think it should 
have been paid, you may ask for a review. 'lb do so, 
write the Blue Cross and Blue Shield Plan that denied 
your claim as soon as possible, but no later than 
within one year after the denial. After a year, you 
lose the right to ask for an administrative review of 
your claim. 
Before you write, look through your contract, the 
1985 Service Benefit Plan brochure (BRI 41-25), 
find the information you think supports your claim, 
and put it in your request. For example, you might 
write, "You pay for the treatment of burns under 
Hospital Inpatient benefits, page 22." We must give 
you a decision within 30 days of receipt of your letter, 
unless we ask you for more information. 
If we fail to respond to your request for a review 
within 30 days, (or within 90 days if we need more 
information), you may write for a review from the 
U.S. Office of Personnel Management (OPM) within 
90 days after the deadline has expired. 
If we deny your claim a second time, you may request 
a review from OPM within 90 days of the date you 
receive our second denial. In this case, send OPM a 
copy of the letters you previously sent us and our let-
ters to you denying the claim. OPM's address is: 
Program Coordination and 
Control Division 
Office of Personnel Management 
Box 436 
Washington, D.C. 20044 
OPM will notify you and us of its decision within 30 
days after it receives all the necessary information. 
If you have health care coverage in addition to Blue 
Cross and Blue Shield Service Benefit Plan coverage 
or receive care for a job-related injury or illness, you 
should let us know. It's to your advantage and ours. 
COORDINATION OF BENEFITS According to 
your Blue Cross and Blue Shield Service Benefit Plan 
contract, when you or your spouse or dependent have 
health care coverage other than your Standard Op-
tion coverage, we must coordinate benefit payments 
with the other health care insurer. This is called coor-
dination of benefits. 
By working together, insurers can make sure that 
















more than once. Doing this keeps the cost of your 
coverage from increasing. 
You can help us save you money; If you have to fill out 
claim forms yourself, be sure to fill out sections that 
ask about other coverage. It's important to answer 
these questions so that your claim won't be delayed 
unnecessarily. And be sure to tell physician's assis-
tants or hospital admissions people that you have 
additional coverage. 
If you need to submit claims either to us or the other 
carrier, you'll need to submit an Explanation of 
Benefits form from the primary carrier (that's the 
one that's required to pay first). 
WORKERS' COMPENSATION Your Service Bene-
fit Plan contract excludes benefits for health care 
services and supplies that are needed because of a 
work-related injury or illness that are eligible for 
Workers' Compensation benefits. 
Under the Federal Employees' Compensation Act 
(FECA), all federal employees can receive compen-
sation for injuries they sustain while at work or for 
"employment-related" diseases. Your Workers' Com-
pensation benefits will pay for all related health care 
expenses and may reimburse you for any lost wages. 
You can help by remembering to fill out sections of 
claim forms that ask about whether an accident or ill-
ness is work-related. By telling your physician or hos-
pital this information before they submit claims for you 
will mean the claim will be paid for correctly and proc-
essed promptly. Be sure to inform your supervisor at 
work immediately, if you are injured on the job! 
SUBROGATION Starting in January 1985, we will 
have the right (subject to applicable State law) to 
recover from you any amounts that have been paid to 
you by another insurer or person for hospital, surgical 
or medical care as a result of illness or injury. 
For example, you slip on the ice in front of a hardware 
store and we pay for your related health care services. 
Then, the store's liability insurer pays you for the same 
health care services you needed as a result of their 
negligence. We will recover from you the amount they 
paid you and this will help keep the cost of your pre-
mium down. 
Please fill out t he sections of any claim form that asks 
about the time, location and persons involved in such 





receive future Service Benefit Plan payments without 
adjustments or delay& 
If you have Medicare in addition to Standard Option 
coverage, you must normally submit all claims for 
services covered by Medicare to Medicare first. 
After Medicare pays their portion of covered expenses, 
send your claim for the balance to your local Plan. 
Your claim should include the following: 
► Medicare's Explanation of Medicare Benefits form; 
► Your Blue Cross and Blue Shield Service Benefit 
Plan ID number (eight digits with an "R" in 
front); and 
► Your Medicare ID number. 
On any FEP Health Benefits Claim Form you fill 
out, always indicate whether you are enrolled in 
Medicare Part A or B. This is very important, 
because we'll need this information to process your 
claim and provide you with maximum benefits. 
ENROLLED IN PART A In general, if you have 
Medicare Part A and your Medicare coverage is 
primary, we'll pay 100% of the remainder of your 
hospital semi-private room and board, plus other 
covered hospital services. You won't have to pay the 
hospital deductible. 
ENROLLED IN PART 8 If you have Medicare Part 
B and your Medicare coverage is primary (it pays 
first), you don't have to pay the annual deductible. 
We'll pay 100% of all usual, custmnary and reasonable 
(UCR) charges covered by Major Medical benefits. 
NOTE: Medicare coverage may not be primary if you 
are still working for the federal government and 
either you or your spouse is aged 65 through 69 and 
has Medicare Part A. In addition, Medicare may not 
be primary if you are receiving treatment for end-
stage renal disease. That means you will have to sub-
mit a Standard Option claim to your local Plan first 
and to Medicare second, if either situation applies 
to you. 
You can learn more about Medicare by obtaining a 
copy of Your Medicare Handbook from the nearest 
Social Security office. For an explanation of how we 
coordinate with Medicare, contact your nearest Blue 
Cross and Blue Shield Plan office in April for our 












When you travel, your Standard Option coverage 
travels with you. 
INSIDE THE UNITED STATES AND PUERTO 
RICO You're covered for health care when you 
travel, because your Blue Cross and Blue Shield 
Service Benefit Plan ID card is recognized by most 
..., , ca u - , • .. ,,.,_ "-·-- :w •• hospitals and many doctors nationwide. 
The following is a brief explanation of how 
claims are handled. 
Claims For Hospital Inpatient Benefits-
For care covered by Hospital Inpatient 
benefits-such as hospitalization, surgery 
and related diagnostic tests-memher hos-1.J pitals and most physicians will submit 
, 
1 
., \,. ~ claims for you. 
If you use a non-member hospital, the hospital may 
submit its own forms but you may have to fill out a 
Federal Employee Program (FEP) Health Benefits 
Claim Form or the hospital's own claim form and 
send it to us yourself. You should send the claim to 
the Blue Cross and Blue Shield Plan that services 
the area in which you received the inpatient care and 
reimbursement will be made to you. 
Claims For Major Medical Benefits-Many hospitals 
and physicians will submit claims for services covered 
by Major Medical benefits-such as office visits. But, 
in some cases, you must send us a FEP Health Bene-
fits Claim Form yourself. You should send it to the 
Blue Cross and Blue Shield Plan servicing the area in 
which the care was provided. 
For more information on claims, see pages 25 to 29. 
OUTSIDE THE UNITED STATES AND 
PUERTO RICO 
Hospital Services-After you pay the hospital 
deductible, we'll pay 100%* for covered room and 
board, plus covered services and supplies. 
*For mental illness care, we'll pay 75% for up to 
30 days per calendar year. 
Physician's Care-Payment is based on the usual, 
customary and reasonable VCR charges made by 
Washington, D.C. area physicians. 
To be reimbursed for covered hospital or physicians' 
charges, you must submit an Overseas Claim form to 
the Blue Cross and Blue Shield Plan in Washington, 
D.C. (the address is on the form). 
For more information on claims, see pages 25 to 29. 
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Definitions We've tried to make this booklet easy to use and easy to understand. Some words we've used have specific 
meanings that are important for you to understand, 
so we've defined them here for you. You've probably 
seen them one or more times in this booklet. 
Anesthesia service means the administration by 
injection or inhalation of a drug or other anesthesia 
agent (including acupuncture) to obtain muscular 
relaxation, loss of sensation, or loss of consciousness. 
Annual deductible is the $250 per covered person 
you need to pay in a calendar year for health care 
expenses covered by Major Medical benefits before 
we will begin to pay Major Medical benefits. Only two 
covered family members need to satisfy their annual 
deductihles before all covered family members are 
eligible for Major Medical benefits for the rest of that 
calendar year. If only one family member satisfies the 
annual deductihle, then that member is eligible for 
Major Medical benefits. 
Attending physician is the physician responsible for 
the care and treatment of the patient either in the 
hospital or on an outpatient basis. A consulting physi-
cian, or a physician employed by the hospital where 
you are an inpatient is not the attending physician. 
Clinical psychologist is a psychologist licensed or 
certified in the state where you receive care, who has 
a Ph.D. in psychology or meets our requirements, and 
has at least two years' clinical experience in a recog-
nized health setting. 
Coinsurance is the percentage of a covered health 
care expense you share with us. Coinsurance for 
Standard Option subscrihers may be 30% for inpa-
tient care in a non-member hospital or 25% for serv-
ices and supplies covered by Major Medical benefits. 
Congenital anomaly (irregularity) is any condition 
significantly different from the common form and 
existing at birth (in the case of an infant) or from birth 
(in the case of an adult). Examples of congenital anom-
alies are protruding ears, harelips, birthmarks, and 
webbed fingers or toes. We may pay for other condi-
tions as congenital anomalies, but we make these 
determinations on a claim by claim basis. However, we 
won't pay for anomalies relating to teeth or structures 
supporting the teeth. 
Conversion contract is a health insurance contract 
for federal employees who are no longer covered 
under the Federal Em ployees Health Benefits 
Program, (FEHBP). When subscrihers lose their 
eligibility for coverage under the FEHBP, they 
become eligible for a conversion contract from the 
Blue Cross and Blue Shield Plan serving the area 
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in which they live. The conversion contract has rates 
and benefits different from Standard Option, but it 
imposes no waiting periods or exclusions for pre-
existing health conditions. Of course, the federal 
government contributes no money toward the pre-
miums for conversion contracts. 
Durable medical equipment is equipment that is 
medically necessary for treatment of an illness or 
injury, or to prevent the patient's further deteriora-
tion. It is equipment designed for repeated use, and 
covers such items as oxygen tents, wheelchairs, hos-
pital beds, crutches, and other equipment we consider 
part of this category. 
Federal Employee Program is the name of the Blue 
Cross and Blue Shield Association program that 
administers the Service Benefit Plan. 
The Federal Employees Health Benefits Program 
was established in 1959 by the Federal Employees 
Health Benefit Act. Approximately 150 health care 
coverage carriers provide protection to federal em-
ployees through this program. The Blue Cross and 
Blue Shield Service Benefit Plan covers about 1.5 
million of the participating active and retired federal 
employees. The federal government contributes money 
toward the premium for each of these coverages. 
Freestanding Ambulatory Facility is a facility that 
may perform outpatient surgery or renal dialysis. It 
is not connected to a hospital, must meet our criteria 
and be approved by the local Plan. 
Hospital admission is the period from the date you 
enter the hospital as an inpatient until the date you 
are discharged. When counting your days of hospital 
care, we count the date of entry and the date of dis-
charge as one day. 
Hospital deductible This is the $100 per-admission 
deductible you may need to pay up front for each 
hospital admission, before your Hospital Inpatient 
benefits will pay for covered expenses. 
Inpatient means that you are a patient and temporary 
resident in a hospital for at least one full night, al-
though you may be there several days, weeks, or 
months. Any kind of services you receive while you 
are an inpatient are therefore referred to as "inpatient 
services.'' These might include X-rays, blood tests or 
diagnostic tests by machine, among others. 
Medicare is the federal program established by Title 
XVIII of the Social Security Amendments of 1965, 
Public Law 89-97 (Health Insurance Act for the Aged 
as amended) and Public Law 92-603 (which covers dis-
abled persons). Medicare has two separate coverages 
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or parts: Part A for hospital insurance benefits and 
Part B for medical insurance benefits. 
Medically necessary means that a covered health 
care provider, such as a hospital or physician, pro-
vides you with services or supplies for diagnosis or 
treatment of an illness or injury that are: consistent 
with standards of good medical practice; are neces-
sary to treat your condition or chagnosis; and are not 
primarily for the convenience of the subscriber or the 
health care provider. In the case of inpatient care, it 
must be care that couldn't have been provided safely 
on an outpatient basis. 
Member hospital is a hospital that has an agreement 
with a Blue Cross and Blue Shield Plan to provide 
hospital services to its subscribers when they're 
--1- :,...·~-;:-.. - ---..... !9...,.7-. --AK-.,,,-.;;;-•·•!~-.'. -....... -.); ::i:~e! !:;~:; ;f:::~;~!!~s~s 
payment in full for up to 180 days per 
calendar year-after the subscriber has 
paid the hospital deductible. Blue Cross 
and Blue Shield Plans pay a member hos-
pital directly. Member hospitals are 
mostly general, short-term, acute care 
...._ ______________ ....J facilities, where they admit you, treat 
you, and send you home as quickly as possible. Any 
hospital regularly treated as a member hospital by 
the local Blue Cross and Blue Shield Plan also qualifies 
as a member hospital. Hospitals in Hawaii that are 
regularly treated as member hospitals by the local 
Blue Shield Plan offering hospital benefits in that area 
are considered member hospitals. Th find out if the 
hospital you're planning to use is a member hospital, 
call the hospital's admissions office or your local 
Blue Cross and Blue Shield Plan office. The vast ma-
jority of hospitals in the U.S. are member hospitals. 
Non-member hospital is a hospital that does not 
have an agreement with a Blue Cross and Blue 
Shield Plan to provide care to its subscribers when 
admitted and accept its payment as full payment. 
There are very few non-member hospitals in the U.S. 
A hospital's admissions office or your local Blue 
Cross and Blue Shield Plan office can tell you if the 
hospital is a member or non-member hospital. 
Non-participating physician are those who do not 
have an agreement with Blue Cross and Blue Shield 
Plans and who are not obligated to accept the Plan's 
usual, customary and reasonable (UCR) allowance as 
payment in full. There are no participating physi-
cians in the following areas: Alabama, Alaska, Illinois, 
Louisiana, Mississippi, North Carolina, Oklahoma, 






(Scott County), Washington (counties served by the 
King County Plan and previously served by Washing-
ton Physician Service and Thurston and Yakima coun-
ties), and Wisconsin. 
Nurse-midwife means a person who is certified by the 
American College of Nurse Midwives or is licensed or 
certified as a nurse-mi,dwife in states requiring a 
license or certification. 
Outpatient is a person who does not stay in the hos-
pital for even one night, but receives care in a hospital 
outpatient department or physician's office and leaves 
the same day. For example, if you go to the hospital to 
have an X-ray of your gallbladder and then go home 
the same day, you are an outpatient. So your X-ray is 
an "outpatient service:' You can receive many types 
of surgery as an outpatient as well. 
Participating physicians are those who have a written 
agreement with the local Blue Cross and Blue Shield 
Plan. That means they accept the Plan's usual, cus-
tomary and reasonahle (UCR) allowance as payment 
in full. In Plan areas listed without asterisks below, 
participating physicians should not bill you more 
than the 100% UCR amount for covered Surgical-
Medical services, and you should bring any balance 
billed above that amount to the attention of the local 
Plan. In the areas with asterisks, the participating 
physician can collect amounts above 100% UCR, only 
when the covered charge is applied to the deductible. 
Arizona New Hampshire 
Arkansas New Mexico* 
California New York (areas served 
Colorado by the Albany, 
Connecticut Greater New York 
Delaware and Utica Plans) 
Georgia Ohio 
Hawaii Oregon 
Idaho (areas served by Pennsylvania 
the Boise* and South Dakota* 
Lewiston Plans) Utah 
Indiana Vermont 
Iowa Virginia (except Scott 
Kansas* County) 
Kentucky Washington (areas 
Maine served by Spokane*, 
Maryland Thkoma, and 
Massachusetts Wenatchee* Plans and 
Michigan counties served by the 
Minnesota King County* Plan) 




In the following Plan areas, a participating physician 
is not obligated to accept the UCR allowance as pay-
ment in full and may bill you the difference between 
the Plan's payment and the physician's charge for 
covered Surgical-Medical services. 
District of New York (areas served 
Columbia by the Buffalo, 
Florida Rochester and 
Montana Syracuse Plans) 
New Jersey North Dakota 
Rhode Island 
Physician is a licensed doctor of medicine (M.D.) or 
doctor of osteopathy (D.0.). Also considered physi-
cians by the Service Benefit Plan, when performing 
services they are licensed to perform, are doctors of 
dental surgery (D.D.S.), doctors of medical dentistry 
(D.M.D.), doctors of podiatric medicine (D.P.M.), and 
doctors of optometry (0.D.). For the purpose of this 
coverage, no practitioner other than those specified 
are considered physicians. 
Pre-admission testing consists of X-ray and lab tests 
which are performed in a hospital's outpatient depart-
ment before you're admitted for non-emergency 
surgery or other medical treatment, depending upon 
whether your local Plan normally recognizes this kind 
of testing as a formal program at your hospital. 
Prescription drugs are those that, by a federal law 
of the United States, require a physician's prescrip-
tion for purchase. 
Psychiatric social worker is a social worker who 
has: a master's or doctoral degree in social work; at 
least two years of clinical social work practice; and 
has a license, certification or registration (in states 
where they are required) as a social worker in the 
state where the services are provided. 
Second surgical opinion is a consultation with 
another physician after a physician advises you to 
have non-emergency surgery. You may want to seek 
another opinion before agreeing to have the surgery 
performed. Standard Option helps to pay for second 
surgical opinions under Major Medical benefits. 
Service Benefit Plan is the name of your health cov-
erage contract with the Blue Cross and Blue Shield 
Association. 
Subscriber means the federal employee or annuitant 
enrolled in this health benefits plan and each covered 
family member. 
Usual, customary and reasonable (UCR) charge or 
fee is: "Usual" if it is the fee most frequently charged 

















supply; "Customary" if it is within the range of fees 
usually charged for a particular service or supply by 
health care providers of similar training and experi-
ence in the same locality; and "Reasonable" when it 
is "Usual" and "Customary" or, in our opinion, is jus-
tified because of an unusual circumstance, such as the 
complexity of a surgical procedure. Our payment will 
be based on an amount equal to a physician's usual 
charge, as long as it is not more than the customary 
charge of other area physicians of equal professional 
qualifications. If we decide a special circumstance 
makes a higher than usual and customary fee reason-
able, we may pay up to the actual charge, but nothing 
higher. Each Plan determines UCR by collecting data 
from the claims in the area it serves, and filing them 
according to doctor, medical service or surgical proce-
dure, and fee. The data are updated, using information 
from the most recent claims. 
We cover a wide variety of health care expenses, how-
ever, there are some services and supplies we do not 
cover. It's important for you to know what these are 
before you incur the expense so you won't make a big 
mistake in your budget. 
We don't cover services and supplies that are: 
► Not medically necessary for maternity care or for 
the diagnosis or treatment of an illness, injury or 
bodily malfunction. 
► For or related to care that is experimental/investi-
gative or is not provided according to accepted 
professional medical standards in the United 
States. 
► For routine examinations, periodic physical examin-
ations or immunization shots. 
► For removal of corns or callouses, or for trimming 
nails. 
► Provided for treatment of obesity, weight reduction 
or dietary control. (This exclusion does not apply 
to necessary ileojejunal or gastric shunt operations.) 
► Furnished or billed by a nursing home, an extended 
care facility or other non-covered facility. (We do 
pay for medically necessary prescription drugs 
you take while in these facilities.) 
► For cosmetic purposes-for example, face lifting or 
breast enlargement, unless it is required to restore 
or correct a part of the body that has been altered 
as a result of accidental injury, disease or surgery 
that occurred while you were covered under the 
Federal Employees Health Benefits Program. (We 
do pay for the correction of certain congenital 
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anomalies and for breast reconstruction following a 
mastectomy. See pages 13 to 17 for more infor-
mation.) 
► For inpatient alcoholism rehabilitation or drug 
abuse rehabilitation (not including detoxification). 
► Furnished by a Veterans Administration facility 
unless we determine that emergency care at the 
facility was imperative. 
► For private duty nursing, while you're an inpatient. 
► Furnished without charge, or paid for directly or 
indirectly by a local, state or federal government 
agency (except Medicaid) or during active military 
service. 
► Required for illness or injury (1) sustained after 
the effective date of enrollment resulting from an 
act of war within the United States, its territories 
or possessions or (2) during combat. 
► Required as a result of occupational disease or 
injury for which any benefits are payable- under 
Workers' Compensation or similar laws, whether or 
not such benefits have been applied for. If, how-
ever, workers' compensation has paid all it will pay, 
we'll help pay for any additional covered services 
or supplies. 
► For which you have no legal obligation to pay, (such 
as rescue squad transportation to the emergency 
room), or for which you would not be charged, if 
you did not have health care coverage. 
► Related to sex transformations or sexual dysfunc-
tions. 
► For care beyond the 30 days per calendar year for 
the inpatient treatment of mental illness. 
► Related to abortions except when the life of the 
mother would be endangered if the fetus were 
carried to term. 
We don't pay charges for: 
► X-ray, laboratory, pathological services and machine 
diagnostic tests not related to a specific illness, in-
jury, surgery, or set of symptoms. These include 
services and tests that might be requested in the 
course of a routine physical examination (which we 
don't pay for). 
► Speech, occupational, recreational or educational 
therapy, and any related diagnostic testing, unless 
these are given as part of a covered, inpatient hos-
pital stay. 
► Eye and hearing examinations not given in connec-
t ion with the medical or surgical treatment of ill-
ness or injury. 
► Eyeglasses and contact lenses (except as a result of 





















► Hearing aids or examinations for their fitting or 
prescribing. 
► Eye exercises, visual training or orthoptics. 
► Air conditioners, humidifiers, dehumidifiers, and 
purifiers. 
► Articles of personal comfort such as beauty and 
barber services, radio, television, and telephone. 
► Reversal of surgical sterilization. 
► Biofeedback and other forms of self-care or self-
help training, and any related diagnostic testing. 
► Artificial insemination or in-vitro fertilization. 
► Exercise equipment. 
► Dental services and supplies other than those 
listed on pages 19 to 20 or directly related to acci-
dental injury. 
► Services and supplies not specifically listed as 
covered. 
We do not provide benefits for hospital room and board 
or physicians' care in the hospital, when in the Plan's 
judgement, a hospital admission or portion of an 
admission is: 
► Not medically necessary because the services 
could have been provided in a doctor's office, the 
outpatient department of a hospital, or some other 
setting without adversely affecting the patient's 
condition or the quality of medical care. Two exam-
ples are hospital admissions that are mostly for 
observation or evaluation, and admissions for diag-
nostic studies that could have been safely and 
effectively performed on an outpatient basis. 
► For domiciliary care-meaning the hospital or 
other health care facility is acting as the patient's 
home, because home care, for one reason or 
another, isn't possible. 
► For convalescent care or rest cures. 
► For custodial care-meaning that the mentally or 
physically disabled patient is not receiving specific 
medical, surgical, or psychiatric treatment designed 
to reduce the patient's disability or to enable 
him/her to live outside a medical care institution. 
If we determine a hospital admission is not covered 
because of the above-listed reasons, we will not pay 
for room and board and physician's charges in the 
hospital, but we will pay for services and supplies 
such as prescription drugs. We will pay for them at 
the rate at which they would have been paid if they 
had been given to you in some other setting. 
NCYrE: Blue Cross and Blue Shield Plans are respon-





medically necessary, and if the charge, therefore, is 
allowable. The fact that a physician has prescribed, 
ordered, recommended or approved a service or supply 
does not make it medically necessary. 
All premium rates are negotiated with and approved 
by the U.S. Office of Personnel Management (OPM). 
The government pays about 60 percent of the average 
premium rate for you, using six of the largest health 
benefits plans available to you through the Federal 
Employees Health Benefits Program. (For Post Office 
employees, whose benefits are negotiated by unions, 
the government pays 75 percent of the average pre-
mium rate.) For example, let's say two plans have 
premiums of $100, two have premiums of $95, and two 
have premiums of $90. The average of those six pre-
mium rates is $95. The government is going to pay 60 
percent of $95 which is $57 for non-postal workers, not 
to exceed 75 percent of the total premium payment. 
We review the cost of your coverage each year with 
OPM (we are audited by both OPM and the Govern-
ment Accounting Office). From 1971 through 1984, we 
changed your premium rate nearly every year. (Two 
of those years, there were net out-of-pocket decreases 
for most subscribers and, in 1985, Standard Option 
premiums increased five percent.) The reasons for ris-
ing premiums are fairly simple. Your premium rate is 
based on the cost of health care and how much of it 
federal employees use. This is called "experience 
1985 Standard Option Rates 
rating:' The higher the cost of health care 
and the more of it federal employees use, 
the more money we'll need for premiums 
to pay your health care bills. Non-Postal Employees (Biweekly) 
Self-Only Self-and-Family 
$7.55 $18.67 






These rates take effect during the 
first pay period of January 1985. 
When federal employees and retirees in 
Standard Option use less health care 
services and health care costs do not 
increase substantially, we can pass on 
these savings in our program to sub-
scribers. This happened in 1985. 
According to our own statistics, for the 
past 20 years, we have returned about 94 
cents of every Service Benefit Plan 
premium dollar back to you (our sub-
,__ ___________ __. scrihers) in payments for your health 
care bills. Six cents went for administrative costs. This 
mean that the average of all payments was about 94 
cents per $1 per subscriber. 
HOW YOU CAN HELP You can be sure that we are 













help keep the cost of health care down. We urge physi-
cians not to ask for, and hospitals not to perform, 
services and procedures on an inpatient basis that 
can be safely performed in the outpatient department 
of a hospital or in a physician's office. 
You can help by being cost-conscious. For example, if 
you need surgery, don't hesitate to ask your physi-
cian if it can be performed on an outpatient basis. Or 
seek second surgical opinions when you're told you 
need surgery. 
With the cost of health care among the most rapidly 
rising components of the overall Consumer Price 
Index, it's more important than ever that you have 
solid protection against high health care costs. 
When you leave your job with the federal government 
or become ineligible for continued coverage, you have 
31 days to convert to non-federal coverage with the 
Blue Cross and Blue Shield Plan nearest you. 
WHEN YOU LEAVE FEDERAL EMPLOYMENT 
If you leave federal employment, your personnel office 
will ask you to complete Form 2810, Notice of Change 
in Health Benefits Enrollment. Your personnel office 
will then send us a copy of the form to let us know 
you are no longer eligible for federal employee cover-
age. Your Blue Cross and Blue Shield Service Benefit 
Plan coverage will continue to protect you for 31 days 
from your last day on the job. Be sure to keep a copy 
of Form 2810. It tells you when your enrollment will 
end and how you can apply for a conversion contract. 
Complete the back of the form and get it to your 
nearest Blue Cross and Blue Shield Plan office within 
31 days from your last day on your job, or 15 days 
from the "Date of Notice" on the Form 2810, which-
ever allows you the longest period of time. 
WHEN A MEMBER OF YOUR FAMILY IS NO 
LONGER ELIGIBLE FOR COVERAGE If a mem-
ber of your family becomes ineligible for coverage-
perhaps because a child's twenty-second birthday is 
coming up or you and your spouse are about to be 
divorced-that family member can convert to non-
federal Blue Cross and Blue Shield coverage. Applica-
tion for conversion is your responsibility; no one will 
notify you that a family member is losing federal cov-
erage or send you a conversion form. Apply for a non-
federal conversion contract by contacting the nearest 
Blue Cross and Blue Shield Plan office. Again, you 
must apply no later than 31 days after a family 
member becomes ineligible for federal coverage. 
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THE CONVERSION CONTRACT Contact your 
local Plan as soon as you know you want a conversion 
contract. Getting it is your responsiblity, and there's a 
time limit for doing so. You have 31 days after your 
enrollment in Standard Option ends. 
A Blue Cross and Blue Shield Plan conversion contract 
will not impose a waiting period for you. For example, 
if you are pregnant, leave federal government, and 
choose a Blue Cross and Blue Shield Plan conversion 
contract, your conversion contract's maternity bene-
fits will apply immediately (in other words, they'll 
continue to apply). 
In addition, there will be no exclusions for pre-existing 
conditions. For example, if you have a heart condition 
and you need heart surgery if heart surgery is cov-
ered by your particular conversion contract, your 
surgery would be covered even though you had the 
heart condition before you were covered by the con-
version contract. But, if you voluntarily cancel your 
Service Benefit Plan coverage, you will not be eligible 
for a conversion contract. 
However, the benefits provided by a Blue Cross and 
Blue Shield Plan conversion contract may be different 
from the ones you have now. And your premium pay-
ments probably will be higher because most likely you 
will not be covered by a group plan and the Govern-









Whenever you have a 
question about your 
coverage or a claim, 
don't hesitate to write 
or call your local Plan. 
Serving you is our job, 
and our pleasure. 
Arizona 
Blue Cross and Blue Shield 
of Arizona, Inc. 
P.O. Box 13466 
Phoenix, Arizona 85002 
1-800-352-6621 
Arkansas 
Arkansas Blue Cross and 
Blue Shield, Inc. 
601 Gaines Street 
Little Rock, Arkansas 72203 
(501) 378-2531 and 2532 or 
1-800-482-6655 
Alabama 
Blue Cross and Blue Shield 
of Alabama 
450 Riverchase Parkway East 
Birmingham, Alabama 35298 
(205) 988-2215 or 
1-800-492-8872 
Alaska 
(Served by Blue Cross of 
Washington and Alaska) 
California 
Blue Cross of California 
1950 Franklin Street 
Oakland, California 94659 
(415) 645-3241 
Blue Shield of California 
P.O. Box 2000 
Red Bluff, California 96080 
1-800-824-8839 
Colorado 
Blue Cross and Blue Shield 
of Colorado 
700 Broadway 
Denver, Colorado 80273 




Blue Cross and Blue Shield 
of Connecticut, Inc. 
370 Bassett Road 
North Haven, 
Connecticut 06473 
(203) 239-4911 or 
1-800-922-4670 
Delaware 
Blue Cross and Blue Shield 
of Delaware, Inc. 
One Brandywine Gateway 
P.O. Box 1991 
Wilmington, Delaware 19899 
(302) 429-0260 
District of Columbia 
Group Hospitalization, Inc. 
Medical Service of the 
District of Columbia 
(Blue Shield Plan of the 
National Capital Area) 
550 12th Street, S.W. 
Washington, D.C. 20024 
(202) 484-9100 (Enrollment) 
(202) 484-1650 (Claims) 
*Note: includes Northern 
Virginia and suburbs of D.C. 
and Maryland. 
Florida 
Blue Cross and Blue Shield 
of Florida, Inc. 
P.O. Box 1798 
Jacksonville, Florida 32231 
(904) 791-6876 or 
1-800-342-2492 
Georgia 
Blue Cross and Blue Shield 
of Georgia/Atlanta, Inc. 
3348 Peachtree Road, N.E. 
Atlanta, Georgia 30326 
(404) 262-8438 
Blue Cross and Blue Shield 
of Georgia/Columbus, Inc. 
P.O. Box 7368 
Columbus, Georgia 
31908-9988 
(404) 571-0231 or 
1-800-282-2473 
1-800-441-2273 (24 hr.) 
Hawaii 
Blue Shield of Hawaii 
1504 Kapiolani Boulevard 
Honolulu, Hawaii 96808 
(808) 944-2110 
Idaho 
Blue Cross of Idaho Health 
Service, Inc. 
P.O. Box 7 408 
Boise, Idaho 83707 
(208) 345-4550 
Blue Shield of Idaho 
1602 21st Avenue 
Lewiston, Idaho 83501 
(208) 746-2671, Ext. 253 (call 
collect) 
1-800-632-2022 (in-state only) 
Illinois 
Health Care Service 
Corporation 
233 North Michigan Avenue 
Chicago, Illinois 60601 
(312) 938-6171 or 
1-800-972-8382 
Indiana 
Blue Cross and Blue Shield 
of Indiana 
P.O. Box 1850 
Indianapolis, Indiana 46206 
(317) 263- 4025 or 
1-800-382-5520 
Iowa 
Blue Cross and Blue Shield 
of Iowa 
636 Grand Avenue 
Des Moines, Iowa 50307 
(515) 245-4784 
Blue Cross of Western Iowa 
and South Dakota 
Hamilton Boulevard and I-29 
Sioux City, Iowa 51102 
(712) 279-8464 (Basic) 
(712) 277-3081 (Major Medical) 
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Kansas 
Blue Cross and Blue Shield 
of Kansas, Inc. 
1133 Topeka Avenue 
Topeka, Kansas 66611 
(913) 232-1622 or 
1-800- 432-3990 
Kentucky 
Blue Cross and Blue Shield 
of Kentucky, Inc. 
9901 Linn Station Road 
Louisville, Kentucky 40223 
(502) 423-2260 (Blue Shield) 
(502) 426-9000 (Blue Cross) 
Louisiana 
Blue Cross of Louisiana 
10225 Florida Boulevard 
Baton Rouge, Louisiana 70895 
(504) 389-0182 or 
1-800-272-3029 
(504) 524-2523 (New Orleans 
area subscribers only) 
Maine 
Blue Cross and Blue Shield 
of Maine 
110 Free Street 
Portland, Maine 04101 
(207) 775-3421 or 
1-800-482-0966 
Maryland 
Blue Cross of Maryland, Inc. 
Blue Shield of Maryland, Inc. 
P.O. Box 9760 
Baltimore, Maryland 21204 
(301) 321-0212 
Massachusetts 
Blue Cross and Blue Shield 
of Massachusetts, Inc. 
100 Summer Street 
Boston, Massachusetts 02110 
(617) 956-4000 or 
1-800-433-7766 
Michigan 
Blue Cross and Blue Shield 
of Michigan 
ATI'N: Department 1601 
600 Lafayette East 
Detroit, Michigan 48226 
(313) 225-0029 or 
1-800-482-3600 
Minnesota Nevada 
Blue Cross and Blue Shield Blue Cross and Blue Shield 
of Minnesota of Nevada 
P.O. Box 64560 P.O. Box 10330 
St. Paul, Minnesota 55164 Reno, Nevada 89520 
(612) 456-5044 (702) 825-0350 
Mississippi New Hampshire 
Blue Cross and Blue Shield New Hampshire-Vermont 
of Mississippi, Inc. Health Service 
s P.O. Box 1043 Two Pillsbury Street 
Jackson, Mississippi Concord, New 
h 'I 39215-1043 Hampshire 03306 
(601) 932-4252 or (603) 228-0161 or 
1-800-222-8046 1-800-852-3316 
Missouri New Jersey 
Blue Cross and Blue Shield Hospital Service Plan of 
of Kansas City New Jersey 
P.O. Box 169 Medical-Surgical Plan of 
Kansas City, Missouri 64141 New Jersey 
e (816) 756-0820 (call collect in 19 Vreeland Road 
Missouri) Florham Park, 
Blue Cross Hospital Service, 
New Jersey 07932 
Inc. of Missouri 
(201) 966-0088 
4444 Forest Park Boulevard New Mexico 
St. Louis, Missouri 63108 New Mexico Blue Cross and 
(314) 658-4404 or Blue Shield, Inc. 
1-800-392-8740, Ext. 4404 12800 Indian School 
(Basic Hospital & Major Road, N.E. 
r Medical) Albuquerque, New 
1-800-392-8768, Ext. 5000 Mexico 87112 
(Basic Surgical & Medical) (505) 292-2600 
Montana New York 
Blue Cross of Montana Blue Cross of Northeastern 
P.O. Box 5004 New York, Inc. 
Great Falls, Montana 59403 P.O. Box 8650 
(406) 727-0500 or Albany, New York 12208 
(406) 761-7310 (518) 475-2359 or 
Blue Shield of Montana 
1-800-342-9816 (in New York 
only) 
P.O. Box 4309 Blue Shield of Northeastern 
Helena, Montana 59604 New York, Inc. 
(406) 442-5450, Ext. 314 & 254 P.O. Box 15013 
Nebraska Albany, New York 12212 
Blue Cross and Blue Shield (518) 456-7400 or 
of Nebraska 1-800-462-2010 (in New York 
P.O. Box 3248 only) 
Main Post Office Station 
Omaha, Nebraska 68180 




Blue Cross of Western 
New York, Inc. 
Blue Shield of Western 
New York, Inc. 
298 Main Street 
Buffalo, New York 14240 
(716) 855-1400-Subscriber 
Services 
(716) 855-1017-Blue Cross 
(716) 855-2266-Blue Shield 
Blue Cross and Blue Shield 
of Greater New York 
622 Third Avenue 
New York, New York 10017 
(212) 481-2770 or 
1-800-522-5566 
Blue Cross of the 
Rochester Area 
Blue Shield of the 
Rochester Area 
150 E. Main Street 
Rochester, New York 14647 
(716) 325-3630 or 
1-800-462-6826 
Blue Cross of Central 
New York, Inc. 
Blue Shield of Central 
New York, Inc. 
344 South Warren Street 
Syracuse, New York 13221 
(315) 424-3801 (Basic) 
(315) 424-3754 (Major Medical) 
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Hospital Plan, Inc. 
Medical and Surgical Care, Inc. 
245 Genesee Street 
Utica, New York 13501 
(315) 798-4268 (Major Medical) 
(315) 798-4271 (Medical 
Surgical) 
Hospital Service Corporation 
of Jefferson County 
P.O. Box 570 
Watertown, New York 13601 
(315) 782-2800 
North Carolina 
Blue Cross and Blue Shield 
of North Carolina 





Blue Cross and Blue Shield 
of North Dakota 
4510 13th Avenue, S.W. 
Fargo, North 
Dakota 58121-4510 
(701) 282-6241 or 
1-800-342-4720 
Ohio 
Hospital Care Corporation 
(Blue Cross in Southwest 
Ohio) 
1351 William Howard 
Tuft Road 
Cincinnati, Ohio 45206 
(513) 872-8364 
(513) 226-0809 (Dayton) 
(513) 325-8935 (Springfield) 
1-800-582-1770- (ask for 
Federal Department) 
Blue Cross in Canton, Ohio 
4150 Belden Village 
Street, N .W. 
Canton, Ohio 44718 
(216) 492-9170 or 
1-800-362-0629 
Blue Cross in Lima, Ohio 
50 Town Square 
Lima, Ohio 45801 
(419) 228-1415 or 
1-800-472-0037 
Blue Cross in Eastern Ohio 
2400 Market Street 
Youngstown, Ohio 44507 
(216) 783-9800 or 
1-800-362-2038 
Medical Mutual of 
Cleveland, Inc. 
Blue Cross of Northeast Ohio 
2066 East Ninth Street 
Cleveland, Ohio 44115 
(216) 687-6000 
Blue Cross of Central Ohio 
P.O. Box 16526 
Columbus, Ohio 43216 
(614) 464-5840 
Blue Cross of Northwest Ohio 
P.O. Box 943 
Toledo, Ohio 43656 
(419) 473-7111 
Ohio Medical Indemnity 
Mutual Corporation 
67 40 North High Street 
Worthington, Ohio 43085 
(614) 846-4990 
Oklahoma 
Blue Cross and Blue Shield 
of Oklahoma 
P.O. Box 3492 
Tulsa, Oklahoma 74102 
(918) 560-2004 
Oregon 
Blue Cross and Blue Shield 
of Oregon 
P.O. Box 1271 
Portland, Oregon 97207 





Blue Cross of Lehigh Valley 
1221 Hamilton Street 
Allentown, Pennsylvania 18102 
(215) 820-2700 
Pennsylvania Blue Shield 
Camp Hill, Pennsylvania 17011 
(717) 763-3539 (Dental) 
(717) 763-3533 (Medical) 
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Capital Blue Cross 




Blue Cross of Greater 
Philadelphia 




Blue Cross of Western 
Pennsylvania 
One Smithfield Street 
Pittsburgh, 
Pennsylvania 15222 
( 412) 391-8540 
Blue Cross of Northeastern 
Pennsylvania 





Blue Cross and Blue Shield 
of Rhode Island 





Blue Cross and Blue Shield 
of South Carolina 
I-20 East at Alpine Road 
Columbia, South 
Carolina 29219 
(803) 788-3860 or 
1-800-922-7110 
South Dakota 
Blue Shield of South Dakota 
1601 West Madison Street 
Sioux Falls, South 
Dakota 57104 
(605) 336-1976 or 
1-800-952-1976 
Tennessee 
Blue Cross and Blue Shield 
of Tennessee 
801 Pine Street 
Chattanooga, Tennessee 37 402 
(615) 755-5707 and 5772 or 
1-800-572-1003 
Memphis Hospital Service and 
Surgical Association Inc. 
85 North Danny Thomas Blvd. 
Memphis, Tennessee 38103 
(901) 529-3111 
Texas 
Blue Cross and Blue Shield 
of Texas 
P.O. Box 660175 (Claims) 
P.O. Box 660129 (Coverage) 
Dallas, Texas 75266 
(214) 669-3908 or 
1-800-442-4~7 
Utah 
Blue Cross and Blue Shield 
of Utah 
P.O. Box 30270 
Salt Lake City, Utah 84130 
(801) 487-6441 or 
1-800-662-3398 
Vermont 
Vermont Health Service Corp. 
Two Pillsbury Street 
Concord, New 
Hampshire 03306 
(603) 224-9511 or 
1-800-852-3316 
Virginia 
Blue Cross and Blue Shield 
of Virginia 
2105 Staples Mill Road 
Richmond, Virginia 23279 
(804) 358-0142 or 
1-800-552-6989 
Blue Cross and Blue Shield 
of Southwestern Virginia 
P.O. Box 13047 
Roanoke, Virginia 24045 
(703) 985-5000 
Washington 
Blue Cross of Washington 
and Alaska 
P.O. Box 33932 
Seattle, Washington 98111 
1-800-562-1011 (Washington) 
1-800-426-5985 (U.S. & Alaska) 
King County Medical 
Blue Shield 
P.O. Box 21709 
Seattle, Washington 98111 
(206) 464-5500 or 
1-800-552-0733 
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Medical Service Corporation 
of Eastern Washington 
AITN: FEP 
P.O. Box 3048 
Terminal Annex 
Spokane, Washington 99220 
(509) 455-5443 or 
1-800-572-0778 
Pierce County Medical 
Bureau 
1114 Broadway Plaza 
Thcoma, Washington 98402 
(206) 597-6598 
Chelan County Medical 
Service Corporation 
P.O. Box 580 
Wenatchee, Washington 98801 
(509) 662-4785 or 
1-800- 556-5550 
West Virginia 
Blue Cross and Blue Shield 
of West Virginia, Inc. 
P.O. Box 1353 
Charleston, West 
Virginia 25325 
(304) 347-7601 or 
1-800-642-8520 
Blue Cross and Blue Shield of 
West Central West Virginia 
P.O. Box 1948 
Parkersburg, West 
Virginia 26102 
(304) 428-8021 , Ext. 253 
Wisconsin 
Wisconsin Physicians Service 
Insurance Corporation 
P.O. Box 8190 
Madison, Wisconsin 53708 
(608) 221-4711, Ext. 321 or 
1-800-356-8051 (out-of-state 
only) 
Blue Cross and Blue Shield 
United of Wisconsin 
P.O. Box 2141 
501 West Michigan Street 
Milwaukee, Wisconsin 53201 
(414) 226-5328 or 
1-800-242-9635 
Wyoming 
Blue Cross and Blue Shield 
of Wyoming 
4000 House Avenue 
Cheyenne, Wyoming 
82003-2266 
(307) 634-1393 or 
1-800-442-2376 (in-state only) 
Puerto Rico 
Blue Cross of Puerto Rico 
(La Cruz Azul de Puerto Rico) 
G.P.O. Box 6068-G 
San Juan, Puerto Rico 00936 
(809) 767-4600 
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